In the United States, young black men who have sex with men (MSM) and reside in urban settings have high rates of infection with human immunodeficiency virus (HIV), with incidence and prevalence as high as 14% and 32%, respectively (1-4). Few epidemiologic and behavioral studies have been conducted in this population, and even fewer data are available for black MSM from non-urban areas of the south- Of these 56, a total of 49 (88%) were black, and nearly all were MSM, including some men who had sex with both men and women. In August 2003, NCDOH invited CDC to assist with an epidemiologic investigation of young HIVpositive black MSM in North Carolina. This report summarizes the results of that investigation, which indicated that black MSM college students and non-students in North Carolina had high rates of HIV risk behaviors, underscoring the need for enhanced HIV-prevention programs in these populations.
In the United States, young black men who have sex with men (MSM) and reside in urban settings have high rates of infection with human immunodeficiency virus (HIV), with incidence and prevalence as high as 14% and 32%, respectively (1) (2) (3) (4) . Few epidemiologic and behavioral studies have been conducted in this population, and even fewer data are available for black MSM from non-urban areas of the southern United States. In November 2002, the North Carolina Department of Health (NCDOH) identified two cases of acute HIV infection among non-Hispanic black male college students. A retrospective review of all men aged 18-30 years with HIV diagnosed during January 2000-May 2003 indicated an increase in HIV case reports in male college students, from two cases in 2000 to 56 during January 2001-May 2003 (5) . Of these 56, a total of 49 (88%) were black, and nearly all were MSM, including some men who had sex with both men and women. In August 2003, NCDOH invited CDC to assist with an epidemiologic investigation of young HIVpositive black MSM in North Carolina. This report summarizes the results of that investigation, which indicated that black MSM college students and non-students in North Carolina had high rates of HIV risk behaviors, underscoring the need for enhanced HIV-prevention programs in these populations.
NCDOH surveillance data from 1998-2002 for newly reported HIV infections and North Carolina census data were reviewed (6) ; age-and race-specific HIV rates were calculated. A case-control study was conducted to identify behavioral risk factors for HIV infection in young black MSM. Cases were defined as those occurring in HIV-positive college students who had HIV diagnosed during 2001-2003, were black MSM aged 18-30 years, and were North Carolina residents. Two groups of HIV-negative controls were enrolled in the study (i.e., college students and non-students), all of whom also were black MSM aged 18-30 years who lived in North Carolina.
Face-to-face interviews were conducted to obtain epidemiologic and behavioral information. Sexual behaviors were reported for the 12-month period preceding either the date of diagnosis for HIV-positive college students or the date of interview for HIV-negative college students and non-students.
To complement quantitative information collected by questionnaire, all participants were asked to share insights about why high-risk sexual behavior was occurring among young black MSM. In addition, three discussion groups were convened with approximately 60 black male and female students from 11 colleges in North Carolina to discern perceived barriers to sexual risk reduction and to elicit suggestions for prevention programs targeting college students.
During 1998-2002, rates of newly reported HIV infection in North Carolina were higher in black men in all age groups compared with white men overall ( Figure) . Among black men aged 18-24 years, a statistically significant increase was observed during this period, from 65 per 100,000 population in 1998 to 92 in 2002 (p<0.01).
Of the 49 HIV-positive black male college students who had been identified previously by the NCDOH HIV surveillance system, 17 (35%) were recruited for the study; 24 could no longer be located or did not respond to inquiries, seven refused participation, and one was deceased. One case was identified in an HIV-positive college student during control recruitment activities. Overall, 19 HIV-negative college students and 15 HIV-negative non-students were recruited during HIV pre-or post-test counseling activities at local health departments (n = five), gay nightclubs (n = 26), and the North Carolina Pride Festival (n = three).
In general, characteristics of the HIV-positive and HIVnegative college student groups were similar to one another but different from the HIV-negative non-student group (Table) . Other than lifetime history of gonorrhea, no statistically significant differences were seen among the three groups. College students were younger than non-students, and the mean number of lifetime sex partners was lower for college students than non-students. The mean number of partners and the frequency of unprotected receptive anal intercourse with casual and steady partners were similar for the three groups. The majority of both steady and casual sexual partners for all three groups were black and aged 18-30 years. Approximately 20% of study participants had a female sex partner during the preceding 12 months.
Nearly one third of both HIV-positive and HIV-negative college students met sex partners on college campuses, but the majority of both of these groups met their sex partners at gay nightclubs or over the Internet. Fewer college students than non-students identified as gay or disclosed their sexual identity to everyone or to most people. Nearly 70% of study participants previously had tested for HIV, and 70% believed they were unlikely to have been infected with HIV at the time of their most recent HIV test. Two HIV-positive students, six Editorial Note: The findings in this report highlight the need for enhanced HIV-prevention programs among young black MSM and are consistent with previous studies documenting elevated HIV risk behaviors and infection in this population (3, 4) . The high-risk sexual behaviors noted among the limited number of black MSM college students and non-students in this investigation could be related to the increase in HIV rates observed for black men aged 18-24 years in North Carolina surveillance data and might provide insights into the broader HIV transmission patterns among young, black MSM in general.
Although one third of black MSM college students reported meeting partners on campus, the majority reported meeting partners either at nightclubs or over the Internet, suggesting that prevention activities need to be targeted both on and off campus. Moreover, because many young black MSM might not regularly visit traditional testing sites such as health departments for sexually transmitted disease (STD)-and HIVrelated health concerns, alternative venues such as nightclubs and the Internet should be considered as nontraditional testing and/or prevention sites for this population.
Despite the high rates of high-risk behaviors, STDs, and previous HIV testing in this population, the majority of study participants did not perceive themselves at risk for HIV infection at the time of their most recent HIV tests. This finding suggests that current HIV-prevention messages are not effectively reaching young black MSM and that education about HIV risk needs to be more effectively communicated at the time of HIV testing. Moreover, because risk perception might 
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be diminished by receipt of a negative HIV test, reports of high-risk sexual behavior must be addressed with appropriate prevention messages at the time of HIV pre-and post-test counseling. In addition, the results of this study support the integration of HIV-prevention activities into routine STD evaluation and care. Because a substantial proportion of the college students either did not identify as gay or were not open about their sexual identity, prevention messages that focus on sexual risk reduction rather than gay identity should be developed for young black MSM. In addition, because nearly 20% of study participants also reported having recent female sex partners, HIV risk-reduction messages should be developed and communicated to young women as well. The information collected in the discussion groups with black college students highlights the value of soliciting community input before developing on-and off-campus HIV-prevention messages for this population.
Because study participants reported having recent sex contacts in multiple states, the frequency of high-risk behaviors in this population might not be limited to North Carolina. Further surveillance activities are needed to define the extent of high-risk behaviors among young black MSM in other geographic areas so appropriate on-and off-campus HIVprevention activities can be designed.
The findings in this report are subject to at least four limitations. First, the sexual behaviors of enrolled participants might have been different from those persons not enrolled. Second, recall bias for high-risk behaviors might have occurred, especially for students with HIV diagnosed in 2001. Third, a selection bias might have been introduced because HIVpositive participants were identified through case reports, whereas HIV-negative participants were recruited primarily at nightclubs. Finally, the small sample size limits the ability to make certain inferences regarding differences in sexual behaviors.
This investigation demonstrates that expansion of multiple HIV-prevention activities for young black MSM is needed. Because this is the first investigation conducted in young black MSM outside of large urban settings, further studies should explore whether similar phenomena are occurring in other states, particularly in the southern United States. In response to these findings, CDC and NCDOH are collaborating to adapt a scientifically based preventive intervention for the black MSM population in North Carolina (7) . In addition, CDC recently announced the availability of funding to implement rapid-HIV-testing demonstration projects in settings that include college campuses. State and local health departments as well as community-based organizations should consider engaging in similar HIV-prevention efforts and in the development of effective preventive interventions for young black MSM. 
Tuberculosis Transmission in Multiple Correctional FacilitiesKansas, 2002-2003
Tuberculosis (TB) is a substantial health concern in correctional facilities; inmates and employees are at high risk, and TB outbreaks can lead to transmission in surrounding communities (1-3). The Advisory Council for the Elimination of Tuberculosis (ACET) recommends that all correctional facilities have a written TB infection-control plan (TBICP) (4) . In September 2002, after diagnosis of smear-positive pulmonary TB in a prison inmate, the Kansas TB Control Program, with assistance from CDC, initiated a 6-month contact investigation. This report summarizes the results of that investigation, which determined that, while symptomatic for TB, the inmate had resided in three different jails and a state prison, placing hundreds of employees and other inmates at risk for TB infection. The circumstances of this case underscore the need for effective TBICPs to be implemented by trained employees in jails and prisons and for establishment of mechanisms to facilitate information-sharing between correctional facilities and local and state health departments.
Case Report
In neoplasia, and recommended a chest radiograph; however, the man did not follow the recommendation. In January 2002, the man returned to his residence in Kansas. Shortly after arrival, he turned himself in to police on an outstanding arrest warrant. He was held in jail A for 3 days before being transferred to jail B. While in jail B, he received a medical evaluation, and bronchial asthma was diagnosed. A tuberculin skin test (TST) was not administered, nor was a chest radiograph obtained. After 7 weeks in jail B, the man was released in March 2002.
In June 2002, the man was convicted of a crime and again placed in jail A for 3 days. He was then transferred to jail C, a large overflow facility, pending sentencing. During the 6 weeks the man was in jail C, 125 transferred inmates passed through the facility.
In August 2002, after being held for a total of 14 weeks in three jails, none of which had a TBICP or had provided TB screening for inmates or employees, the man was sentenced and transported to a Kansas state prison. During routine processing of entering inmates, he answered affirmatively to six of seven questions regarding TB symptoms. The state prison had a TBICP in place, and a medical evaluation was indicated on the basis of the man's answers; however, he was not referred for medical evaluation. Following the prison's TBICP procedure for entering prisoners who are to be serially TB screened, medical staff performed a two-step TST, which was read as 0 mm induration on both occasions. The new inmate was then placed among the general prison population.
Medical staff at the state prison did not see the inmate again until 4 weeks later, when he was scheduled to receive chronic care for asthma. At this medical examination, he received a chest radiograph that showed a cavitary lesion of the right lower lobe. Despite having TB symptoms, he was placed back with the general prison population and scheduled for a computerized tomography (CT) scan 2 weeks later to rule out neoplasia. After the CT scan indicated cavitary lesions consistent with TB, the man, now the TB index patient, was placed in airborne infection isolation (AII), and sputum samples were collected. The AII room was newly constructed and in working condition, according to maintenance and monitoring documentation. However, because the recommended N95 respirators (5) were not available, prison health staff used surgical masks when in the AII room with the index patient. The first laboratory result from the index patient of 4+ smearpositive Mycobacterium tuberculosis was reported in late September, 6 weeks after he had arrived at the prison facility.
Contact Investigation
A contact investigation conducted in Kansas and Missouri identified 318 of an estimated 800 possible contacts of the index patient during the infectious period, defined as the time from symptom onset to diagnosis, October 2001-September 2002. Of these contacts, two (0.6%) received a diagnosis of TB disease. These two patients had been cellmates of the index patient, one in jail A and the other in jail C. Tests of samples from these patients and the index patient determined they had M. tuberculosis isolates with a matching 10-band restriction fragment-length polymorphism pattern. The three isolates also had matching spacer oligonucleotide typing and mycobacterial interspersed repetitive unit patterns.
Of 318 contacts identified, 256 were tested, and 47 (19.1%) of those received diagnoses of latent TB infection (LTBI); 60 contacts could not be located or refused follow-up. Two (4.1%) had a previously documented positive TST. Sixty (23.4%) contacts had a previously documented negative TST, and six (10.0%) of these had a positive TST during investigation screening. Among 196 contacts with no previously documented TST, 41 (20.9%) had a positive TST during the investigation screening (Table) Editorial Note: During 1992-2002, the TB rate in Kansas increased from 2.2 per 100,000 population to 3.3, the largest increase among all 50 states and the District of Columbia; in the majority of states, the TB rate declined (6) . Although the contribution of correctional facilities to the TB burden in Kansas is unknown, a study in Tennessee reported that 43% of persons identified with TB in the city of Memphis had previous contact with a single urban jail and no other identified common exposure (3). As a result of the investigation findings described in this report, the Kansas TB Control Program worked with prisons, jails, and local health departments to provide guidance for developing or improving TBICPs and providing TB education and baseline TSTs for all correctional employees. This guidance has improved communication among all agencies to coordinate the return to the community of inmates receiving TB medications.
Outbreak investigators were limited in their ability to determine the extent of TB transmission directly attributable to the index patient because of lack of previously documented TST results and the large number of contacts who could not be located or refused follow-up.
Compared with the general population, inmates have higher TB prevalence, associated with their higher prevalence of human immunodeficiency virus, increased illicit substance use, and lower socioeconomic status [SES] . The risk for TB is known to increase with lower SES, with crowded living conditions having the greatest impact (7). Overcrowding enhances the likelihood of infectious droplet nuclei transmission and has been correlated with TST conversion in the Maryland state correctional system (8) . Cell design and overcrowding might have been factors in TB transmission in these three Kansas jails. However, the impact of overcrowding and ventilation could not be assessed directly in this investigation because facility surveys were not conducted.
Early identification and treatment of persons with TB disease remains the most effective means of preventing disease transmission. With the assistance of state and local health departments, correctional facilities should develop formal TBICPs (Box). Health departments should provide assistance to correctional facilities in developing TBICPs and conducting contact investigations, thereby controlling transmission within facilities and the surrounding communities. Employee education and continuous monitoring and evaluation of these policies should be part of every TBICP. In addition, correctional facilities should maintain a tracking system for inmate TB screening and treatment and establish a mechanism for sharing this information with local and state health departments and other correctional facilities (4). In October 2003, the Georgia Division of Public Health (DPH) was notified of two patients from the same county with confirmed West Nile virus (WNV) disease who had received hemodialysis on the same day and on the same dialysis machine. The two dialysis patients (patients A and C) had the only confirmed cases of human WNV disease reported in their county in 2003. Review of the dialysis center's records indicated that another patient (patient B) had received dialysis on the same machine between these two patients on the same day. This report summarizes results of the epidemiologic investigation, which suggested that WNV might have been transmitted at the dialysis center. Hemodialysis centers should adhere strictly to established infection-control procedures to avoid WNV transmission through dialysis.
BOX. Recommendations for a tuberculosis (TB) infectioncontrol plan (TBICP) in a correctional facility

Goal of TBICP in correctional facilities
Patient A. The first patient, who received dialysis on the machine (machine A) in late August, was a man aged 77 years with a history of hypertension and end-stage renal disease (ESRD). Eight days after dialysis, patient A was hospitalized with a 48-hour history of fever, chills, confusion, and anorexia. Blood cultures were negative. Serologic testing of serum revealed IgM and IgG antibodies to WNV by enzyme-linked immunosorbent assay (ELISA) and a higher neutralizing antibody titer to WNV (1:1,280) than to St. Louis encephalitis virus (SLEV) (1:320). Patient A had not received a blood transfusion <30 days before symptom onset. After a 9-day hospitalization, he was afebrile at discharge.
Patient B. The second patient, who received dialysis on machine A between patients A and C, was a woman aged 71 years with a history of type 2 diabetes, ESRD, and hypertension. Dialysis center and hospital records and patient interview revealed no symptoms of illness during late August or early September, and patient B had not received a blood transfusion in July, August, or September. In addition, she had never received a flavivirus vaccination (which might elicit crossreactive antibody to serologic tests for WNV) or traveled outside the United States. A serum sample obtained 42 days after dialysis was uninterpretable for IgM antibody to WNV (i.e., because of high background reactivity), negative for IgM to SLEV, and positive for IgG to both WNV and SLEV by ELISA; the neutralizing antibody titers were 1:160 to WNV and 1:10 to SLEV. A second specimen taken from this patient 84 days after dialysis was negative for IgM antibody to WNV and SLEV by ELISA, positive for IgG to both WNV and SLEV by ELISA, and had neutralizing antibody titers of 1:320 to WNV and 1:20 to SLEV.
Patient C. The third and last patient to receive dialysis on machine A on the same day in late August was a man aged 60 years with a history of type 2 diabetes, hypertension, alcoholism, recent onset of ESRD, and prostate cancer. Nineteen days after his dialysis procedure, patient C was admitted to a local hospital with fever, chills, altered mental status, and cachexia. After admission, he had seizures and was intubated and placed on a ventilator. Analysis of cerebrospinal fluid (CSF) indicated a mild pleocytosis (67 white blood cells [62% polynuclear cells, 38% mononuclear cells] and five red blood cells/mm 3 ) and an elevated protein level (122 mg/dL). Computerized tomography scans of the patient's brain on the second and tenth days of hospitalization revealed bilateral lacunar infarcts, white matter changes, and cortical and subcortical atrophy. Serologic tests of serum were positive for IgM and IgG antibodies to WNV by ELISA. The neutralizing antibody titer was higher to WNV (1:1,280) than to SLEV (1:20). Patient C had not received a blood transfusion <30 days before symptom onset. Twenty days after admission, he had a high fever and respiratory failure and died.
DPH and the local health department investigated practices and procedures at the dialysis center. No breakdowns in disinfection procedures for the dialysis machine or dialyzers and no breaches in infection-control practices were revealed. All bloodline attachments to the dialysis machine were disposable and discarded after each dialysis session. Patient blood samples were withdrawn from the bloodline for testing on a monthly basis, unless otherwise directed by the physician. Medications were bottled in multiple-dose units but were drawn by using a needle in a separate medication room and injected into the patients' bloodlines with a syringe. Both the needle and syringe were then discarded. No single medication was administered to all three patients on the day of their dialyses. However, patients A and B had received a common medication, and patients A and C also had received a common medication, although most likely from separate vials. Blood samples from three other patients who had received dialysis on machine A on the previous day and on the following day were all negative for IgM and IgG antibodies to WNV.
Patients A and C resided in the same neighborhood, 0.2 miles apart, and patient B resided approximately 1 mile away from this neighborhood. An environmental assessment around the homes of patients A and C and in the neighborhood where they resided revealed a high potential for mosquito exposure, including lack of window screens, barrels of stagnant water, and wooded areas between homes. Mosquito surveillance of the area in mid-October indicated that Culex quinquefasciatus mosquitoes were the most abundant mosquito species; however, no WNV-positive mosquitoes were identified, as would be expected from mosquito collections obtained so late in the transmission season. Pesticide spraying to kill adult mosquitoes in the neighborhood was conducted two days after surveillance. Three neighbors of patients A and C submitted blood samples for testing for WNV; all samples were negative for IgM and IgG antibodies to WNV. Editorial Note: This cluster of hemodialysis patients with WNV infections suggests possible transmission of WNV in the dialysis center. However, the epidemiologic investigation was inconclusive in determining a source of infection. One or more of these dialysis patients might have acquired WNV infection at the dialysis center through an undetected breach in infection-control procedures, or outside the dialysis center from the bite of an infected mosquito. Mosquito bites are the most common transmission route for WNV; however, WNV transmissions through blood transfusion, organ transplantation, in utero, and possibly through breast milk have been described (1) (2) (3) (4) . Unlike patients A and C, patient B was not confirmed with WNV disease, although laboratory results for patient B were consistent with previous WNV infection (with typical cross-reactivity to the closely related SLEV). The lack of detectable IgM and stable neutralization titers precluded very recent infection of patient B but was consistent with infection as recent as early September.
In the United States, transmission of bloodborne pathogens such as hepatitis B and hepatitis C viruses has occurred in health-care settings. The majority of the outbreaks of hepatitis viruses among hemodialysis patients were caused by crosscontamination of supplies, equipment, or medication and lapses in infection-control practices (5). Human immunodeficiency virus transmission to hemodialysis patients outside of the United States has been associated with reuse of access needles, dialyzers, and improper injection practices (6) (7) (8) .
Patients on dialysis are highly susceptible to infections because they often are immunocompromised and are exposed routinely to invasive techniques and devices (9, 10) . The possibility that WNV might be transmitted during dialysis underscores the necessity for dialysis facilities to strictly adhere to proper infection-control procedures at all times (9).
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Brief Report
Illness Associated with Drift of Chloropicrin Soil Fumigant into a Residential AreaKern County, California, 2003
Chloropicrin is the fourth most commonly used soil fumigant in California. Exposure to chloropicrin causes eye and respiratory tract irritation, vomiting, and diarrhea (1). This report describes an investigation by the California Department of Pesticide Regulation (CDPR) and the Kern County Agriculture Commissioner (KCAC) into illnesses associated with the offsite drift of chloropicrin in Kern County. A total of 165 persons experienced symptoms consistent with chloropicrin exposure. The findings underscore health risks associated with fumigants and the usefulness of procedures adopted in California to ensure both prompt identification of exposure events and timely notification of the affected public.
On October 3, 2003, an agricultural pest control service began applying 100% chloropicrin at a concentration of 80 pounds/acre to 34 acres of fallow land in Kern County. Chloropicrin was injected 17-18 inches into the soil; a weighted board was used to compact the soil, treating 18 acres. That evening, residents living one quarter mile west of the application site experienced irritant symptoms. The Kern County Fire Department (KCFD) was contacted to investigate; however, darkness, distance from the treated field, and absence of chloropicrin odor prevented firefighters from identifying the source of the irritation. Records from a weather station approximately 7 miles southeast of the application site indicated low wind speeds and stable atmospheric conditions but also that the wind direction had changed that evening, blowing from the field toward the residential dwellings.
The next day, chloropicrin was applied to the remaining 16 acres. A 60-foot, chloropicrin-free buffer was maintained around the perimeter of the field because workers noted a persistent odor when they arrived. Residents one quarter mile west and south of the field complained about irritant symptoms that evening. Residents notified KCFD; several responding firefighters experienced eye irritation. The wind had changed again that evening and begun blowing from the field toward the residential dwellings. Suspecting a pesticide release, KCFD notified KCAC. The field was recompacted, and the odor ceased.
On October 6, KCAC notified CPDR about the incident. KCAC and CDPR conducted in-person interviews at 35 households located approximately one quarter mile west and south of the field and at a day care center; additional interviews were conducted on October 15. The 35 households and day care center had a total of 172 persons present during the exposure period. Representatives from each household and the day care center were interviewed by using a standardized questionnaire (2) . In addition, five workers involved with the fumigation were questioned informally, and KCFD records were reviewed to identify affected firefighters.
The investigation determined that 165 persons reported symptoms compatible with illness caused by chloropicrin; median age of the persons was 16 years (range: 3 months-63 years). Nearly all (99%) had irritant symptoms (e.g., eye or upper respiratory) ( Table) ; nine (5%) received medical evaluations. Seven had persistent respiratory symptoms when interviewed 11 days after the event. Follow-up medical care was limited because most of the affected persons lacked health insurance.
Exposures were retrospectively estimated by using a standard air dispersion model (3). Estimated 1-hour average chloropicrin air concentrations in areas south and west of the field ranged up to 0.20 parts per million (ppm). Peak-to-mean extrapolations indicated that peak concentrations might have exceeded 1 ppm. The Occupational Safety and Health Administration permissible exposure limit and the National Institute for Occupational Safety and Health (NIOSH)-recommended exposure limit is 0.10 ppm averaged during 8 hours. However, extrapolations from animal studies suggest 0.0044 ppm as a safe level for a 1-hour environmental exposure (4).
According to KCAC, a possible cause of the offsite drift was failure to contain the chloropicrin adequately after application. After the incident, KCAC imposed new restrictions on chloropicrin applications, including prohibition of applications within one quarter mile of an occupied structure and mandatory use of a heavy-duty tarp or water seal for applications within one half mile of such structures.
The findings in this report are subject to at least two limitations. First, this report is limited by an imprecise estimate of reported cases. Some affected persons likely were not interviewed, leading to an underestimation. Conversely, falsepositive cases cannot be excluded because some self-reported symptoms might not have been related to exposure. Second, environmental measurements were not conducted to confirm chloropicrin exposure.
Adequate chloropicrin containment measures are needed to prevent similar community outbreaks. In addition, when outbreaks occur, measures are needed to prevent the community 
Notice to Readers
Release of BRFSS Maps
BRFSS Maps is an Internet-based Behavioral Risk Factor Surveillance System (BRFSS) mapping application that allows users to map BRFSS data interactively for state and metropolitan/micropolitan statistical areas (MMSAs). Beginning with 2002 BRFSS data, visitors to the BRFSS website can create, save, and print state-and MMSA-level maps for healthrelated risk factors.
State and MMSA data can be displayed independently or in combination to facilitate exploratory data analysis of withinstate variations and identification of regional patterns. Users can choose from several advanced map display options, including number of data classes (i.e., two through six), data classification method (e.g., equal interval, natural breaks, quantile, and standard deviations), state and MMSA labels, and the option to display or hide outlying states and territories. Standard map interface tools are provided to enhance users' abilities to interact with the map, including zoom (via tool or drop-down menus), pan, rate retrieval, map recenter, and map reset. Users also can download state and MMSA BRFSS data in a geographic information system (GIS) shapefile format for in-depth analysis in a GIS. BRFSS Maps is available at http://apps.nccd.cdc.gov/ gisbrfss. Plans are under way for additional enhancements to BRFSS Maps, including advanced exploratory data analysis tools, data histograms, multivariate mapping capabilities, county-level mapping, and trend maps. Additional information is available at e-mail jgh4@cdc.gov.
Notice to Readers
Third Global Conference on the Promotion of Mental Health and Prevention of Mental Health and Behavioral Disorders
The WFMH is an international, nongovernmental organization founded in 1948 with the purpose of advancing, among all persons and nations, the prevention of mental and emotional disorders, advocating the appropriate treatment and care for those with such disorders, and promoting mental health. Planning for the WFMH conferences was initiated in 1997 with support from the Carter Center. The first of the biennial conferences was held in Atlanta, Georgia, in 2000. The 2004 conference will celebrate mental health promotion and prevention around the world and highlight the federation's support of World Mental Health Day, October 10, which has as its theme, "The Relationship Between Physical and Mental Health: Co-Occurring Disorders." Key topics to be covered at the conference are worldwide research, evidence-based programs, implementation of programs, discrimination, policy-making, and training and workforce issues. Additional information is available at http://www.wfmh.org/PandPConference.htm.
Erratum: Vol. 53, No. RR-6
In the MMWR Recommendations and Reports, "Prevention and Control of Influenza: Recommendations of the Advisory Committee on Immunization Practices (ACIP)," an error occurred on page 14 in Table 4 . The first sentence of the first footnote (*) should read, "A 0. e asy.
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Visit cdc.gov/mmwr and stay current on important public health topics -the easy way. with low viral loads might have been long-term nonprogressors. Risks might not be equivalent for treated persons with low viral loads. Viral load in the blood might not be predictive of viral load in the genital tract; therefore, risks can vary with genital tract viral load.
Erratum: Vol. 52, No. RR-12
Incorrect information was contained in Table 6 
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